Rationale, aims and objectives: Family-centred care is the model of care in most children's hospitals, but is difficult to measure. This study examined health professionals' attitudes to working with children and with parents in a Turkish hospital. It builds on previous studies, using the same questionnaire, to test a component of family-centred care. Method: The "Working with Families" questionnaire contains scores for working with children and parents and demographic questions. Nurses, doctors and allied health staff working with children in a Turkish paediatric hospital were asked to complete this anonymous questionnaire (response rate 91%). We used Wilcoxon signed rank test to compare the two scores; the influence of demographic characteristics was tested with ANOVA. Results: Participants (N=205) gave more positive mean scores for working with children (4.242, SD=0.53) than parents (2.26, SD=0.8) (p<0.05). Influencing factors were similar to other studies, except for participants having children of their own -those with children gave a less positive mean score for working with parents than working with children (p=0.003); holding a specialist paediatric qualification had a similar effect (p<0.001).
Introduction
Family-centred care is a ubiquitous model in paediatric health services across the world [1] , but there is little sound evidence that it is effective [1] [2] [3] . While a wonderful ideal [4] , concerns about its implementation occur where qualitative research shows problems that arise from ineffective application of its core tenets, such as the centrality of a child's parents in his or her care, or regard for the parent as the expert in knowledge of the child. Carter [5] suggests that it is time for a new look at familycentered care and its problems, with a move to childcentred care, where the child remains as the core, with family members as support.
One of the problems with studying the effectiveness of family-centred care is measurement. How does one measure something so complex? It is hard enough to agree on one definition, as many people hold different beliefs about what it comprises [6] . It is widely recognised that in family-centred care, the family is the constant in the child's life and so their centrality is essential [7] ; however, true application of family-centred care [1] requires buildings that allow parents to stay 24 hours a day in comfort (as opposed to a chair beside the bed), the ability for them to dine with the child, facilities such as bathing and laundry and, importantly, a completely convinced and educated staff who can recognise the exigencies of being a family and having a sick child and who can make appropriate arrangements so that all the facets of family-centred care are met. This, we suggest, makes total measurement, or a randomised controlled trial of the model almost impossible, or at least extremely expensive to conduct [1] .
Given those constraints, this simple study has been, or is being conducted, in various countries and various care settings [8] [9] [10] [11] [12] , to demonstrate one small facet of familycentred care -that of how health professionals regard working with children and working with their parents. While many health services declare in policy documents and guidelines [13, 14] and also informally that they practice family-centred care, if they were actually doing so then the staff giving the care would hold parents in the same regard as the children. We are demonstrating that this is not always so and so our work may yield some insight into why family-centred care is difficult to implement effectively.
While many believe that family-centred care is well practiced in developing countries, this is most often erroneous [15] . Parents are seen to be always present with their admitted child and so the link is made with familycentred care. In fact, in poor nations with limited health resources and low staffing numbers, parents have to stay to provide nursing care. One of the principles of familycentred care is that the parents are supported to stay, but if they are not able to do so, in a true application of the family-centred care model, then they must be supported in that circumstance.
A study of family-centred care with a sample of 81 mothers in a children's hospital in Turkey showed that mothers undertook the physical care (feeding 81.4%, hygiene care 77.7%) of their hospitalised child [16] . As a consequence, 54.3% of them could not meet their own needs (resting 54.3%, sleeping 54.3%, bathing 45.6%), while 59.1 % administered the child's medication and over half described poor communication by the nurses. The mothers thought that nurses were very busy (30.4%) and 26.1 % thought the nurses could not understand them. In another Turkish study, while most of the mothers (75.4%) met the nutrition and hygiene requirements of the child, 52.8% did not have enough time to meet their own needs (such as sleep, food, rest and bathing [2] . Perceptions that the nurses were busy prevented mothers from asking questions about their child's care (68.4%) and 31.8% were not informed about their children's care and treatment [17] . In both these studies, a shortage of nursing staff meant the physical care of children was relegated to the mothers, thus contradicting the principles of family-centred care. Involvement of parents in the care of their child must be negotiated in line with the parents' requirements, not the staffing levels of the hospital.
This current study uses the "Working with Families" questionnaire [8] [9] [10] [11] [12] to investigate the attitudes towards working with children and working with their parents held by health professionals who work in paediatrics in a hospital in Turkey.
Methods

Aims
To examine whether health professionals working in paediatrics in a Turkish hospital score working with parents any differently to working with the admitted children.
Setting
We conducted the study in a 250 bed children's hospital in Ankara, Turkey. The hospital is a tertiary referral centre with a range of paediatric sub-specialities. The study included the areas which allowed parents to stay with their child -orthopaedics, cardiovascular, surgery, urology, haematology, oncology, neonatology, neonatal surgery, infectious diseases and general medical clinics. Intensive care was not included as this unit does not allow parents to stay.
Ethics
Official permission from the hospital's management and Institutional Review Board, and the Hacettepe University Non-Interventional Clinical Researches Ethics Board was granted. The researchers explained the study to the nurses, physicians and allied health personnel and informed consent was indicated by return of the anonymous questionnaire.
Sample
Randomisation was not possible and so a convenience sample of all the nurses, senior physicians and allied health professionals on duty over 4 days in the included wards/areas were invited to participate. This resulted in a potential sample of 100 nurses, 80 physicians and 45 allied health professionals. We determined that with a power calculation with a computed confidence level of 95%, estimated power of 90% and possible non-return rate of 50%, our required sample would consist of 26 doctors, 69 nurses, 12 allied health professionals and 15 other staff, resulting in a total of 122. From the potential sample, we recruited 74 ward nurses, 11 head nurses, 75 doctors and 45 allied health staff -total 205, (response rate 91%). Hence, the captured sample was in excess of the required number.
Measures
As well as demographic questions, the "Working with Families" questionnaire has 2 questions: "I find working with children …" and "I find working with parents of children …". It uses a simple scoring system of semantic differentials [18, 19] . The questionnaires are anonymous and have shown stability and reliability in all the studies where they have been used [8] [9] [10] [11] [12] . One question that asked how far the participant lives from the hospital is a dummy question designed to ensure the following question about whether or not the respondents have children of their own is answered (pilot work showed that some health professionals object to answering this question if it is presented earlier in the list and with other personal data).
Recruitment and data collection
One of the researchers delivered the non-identifiable questionnaire by hand to all potential participants who were asked to complete it that day. At the end of the day, the completed questionnaires, which remained anonymous, were collected by the researcher from each ward/unit.
Data analysis
We compared the overall mean difference between working with children and working with parents scores with the Wilcoxon signed rank test (non-parametric) with p<0.0001; ANOVA for testing mean differences by categories of demographic characteristics and median test to compare median scores of the 2 questions "Most of the time, I find working with children ... (score)" and "Most of the time, I find working with parents of children ... (score)".
Results
No questionnaires had missing data and all the 205 were used for the analysis.
Characteristics of the sample
We show the demographic characteristics of participants in Table 1 . The 2 outcomes scores, working with children and working with parents, were not normally distributed and we tested mean and median values of the outcomes, by demographic characteristics.
Demographic characteristics were in line with those of the health workforce in Turkey [20] . Table 1 shows that most of the participants were female (134, 65%); 161 (78.6%) were over 36 years of age, 69 (33.7%) held an undergraduate degree and 79 (38.6%) held postgraduate qualifications; 76 (33%) were single and half of the participants had children of their own. Of the health professionals, 36% were nurses, 75% doctors, 22% allied health professionals and 5% were head nurses. When asked about how long they had been working in their current occupations, 130 (63%) had been in them for less than 5 years, while 140 (68%) had held their current position for less than 5 years. However, 137 (67%) had been working with children for less than 5 years and the majority, 180 (88%) were in senior positions in the hospital and 63% (129) held a specialist paediatric qualification.
Comparison of scores for working with children and working with parents
As the semantic differential scores were constructed, the highest (and most positive) score possible was a 5 and the lowest (and least positive) was 1. In this study, the overall score for working with children was 4.224 (SD=0.53) and for parents 2.26 (SD=0.8), with a significant difference (p<0.05) between the two. Therefore, staff gave a much more positive score for working with children than for working with their parents. Table 2 shows the analysis by demographic characteristics. While the scores for working with parents were universally much less positive than for working with children, age had no effect on either the mean or median of the scores for working with children, but the mean for working with parents was significantly lower (p=0.042) in 001 Note: mean and median difference between (a) child and (b) parent are statistically significant (all p-values<0.05, using non-parametric mean and median tests) * p-value to examine the mean differences by categories of background characteristics are estimated using the ANOVA (although (b) parent does not follow normality assumption but (a) child is close to) ** p-value to examine the significant difference of the median values are calculated using the non-parametric median test younger participants. The mean of scores given by men were significantly less positive than those given by women for both working with children (p=0.002) and the median for with their parents (p=0.042). Marital status had no effect, however, educational level was significantly different. The mean of the scores for working with children given by those who held degrees were more positive than for other levels (p<0.001) and both median and mean scores for working with parents were also affected, with those holding undergraduate degrees giving a much lower score (p<0.001). Whether or not participants had children of their own affected the working with parents scores only. Both the mean (p=0.003) and median (p=0.014) for working with parents were significantly less positive in those who did not have children.
Occupational and role characteristics showed mixed results. For the working with children scores, doctors and allied health staff showed significantly more positive mean scores than those given by nurses (p<0.001) and for working with parents, the head nurses had the most positive mean and median scores against the other occupational groups (p<0.001). Those who had been working in those occupations for longest had less positive scores for working with children than those who had been in those jobs for more time (p=0.01), while for working with parents, those who had been working in those roles for longer had more positive scores -both mean and median -than those in the roles for fewer years (p<0.001).
As to length of time in their current position, the resulting influences were mixed, with mean scores for working with children showing a significant difference between the time spans (p=0.001) and for working with parents, a similar mixed result. However, for both mean and median scores, the most significant difference appears to be from the lowest scores given by those who had been in their positions from 1-5 years (p<0.001). Level of seniority had no effect.
In the age groups, those who had worked with children for 1-5 years gave the most positive scores for both working with children (mean and median p<0.001), but the least positive scores for working with parents (p<0.001). Holding a specialist qualification in paediatrics gave a more positive mean and median score for working with children (p<0.005, p=0.015), but the opposite occurred for both mean and median for working with parents (p<0.001), where less positive scores were given if a specialist qualification was held.
Discussion
The "Working with Families" questionnaire has been used in acute paediatric settings in a variety of countries, including Australia [9] [10] [11] [12] , England [8] , Indonesia [10] and Thailand [10] and, in all study locations, significantly more positive scores have been given for working with children than working with parents. This current study in Turkey demonstrates a similar effect, in a much more marked way, with a much wider discrepancy between the scores given for working with children than working with parents than in any other study to date. This is one of a few noteworthy differences with our other studies. In all the previous studies, the more education the person had, the more accepting they were of parents. However, in this study the opposite occurred, with those with a high level of education and those holding a specialist qualification giving negative scores for working with parents. Also, and counter-intuitively, those with children of their own were less likely to find working with parents positive. Such differences are difficult to explain and would benefit from a qualitative examination.
In the previous Turkish studies [16, 17] on familycentred care, it was found that nurses mostly leave the physical care of children to mothers because of the shortage of nurses, without recognising that the main focus of family-centered care is to uphold both the physical and emotional wellbeing of children and parents. In Turkish children's hospitals, hospital policy allows parents to stay with their children in the units, but on examination of the mission and vision of the hospitals no family-centered care policies were found and neither does the Ministry of Health have any formal policy relating to family-centred care. Consequently, state and private hospitals do not have any policies about family-centred care and no standards and guidelines for nurses about it have been developed. This may have some influence on the huge discrepancy between scores for working with parents and working with children; however, in our experience, other countries' governments have not formalised a family-centred care policy, though many health services can show (in varying degrees), some type of policies or guidelines about familycentred care.
Barriers to implementation of family-centred care in Turkey include lack of education of health personnel, the chronic shortage of nursing staff, lack of skills in interpersonal communication, lack of time and lack of institutional support. While nurse-patient ratios in children's wards there are not available, in the hospital where this study was conducted, in the paediatric oncology clinics there is usually one nurse for 9 patients in the day time and one nurse for 12 patients at night. In another hospital, the ratios are one nurse for 15 patients [16] . Given such figures, it is not surprising that parents are allowed to stay with the child and it goes some way to explaining why nurses, doctors and allied health staff gave such negative scores for working with parents. If familycentred care is implemented effectively (something few health services, in few countries, seem to be able to do) the unit of care is not just the individual patient as in adult care [15] . If family-centred care dictates that the unit of care is the family, which can be several people, then health professionals working in paediatrics will have many more people to care for than their colleagues working in adult care.
Effective communication is problematic and influential. Two different Turkish studies on familycentered care suggested that families are not sufficiently informed by physicians and nurses [16, 17] . In one, 31.8% of mothers were not informed about their children's care and treatment [17] and in the other, 41.5% of mothers stated that they could not understand the information which was given by nurses [16] . In addition, 66% of mothers said that they were not included in decisions about their children's care and treatment; rather, those decisions were reached by physicians alone [16] . Both studies agreed that mothers are not sufficiently informed and that they do not understand the given information. Consequently, anxiety levels of families are usually high. This is compounded by inadequate numbers of health personnel and staff shortages, with resulting heavy workloads.
It is known that in some countries, class influences the delivery of healthcare and family-centred care [10, 21] . In this study, the fact that families were from a lower sociocultural and educational level than the health professionals makes it more difficult for them to understand the given information. This is consistent with findings in studies about the effects of class [10, 21] . As families do not understand the given information or they are not well informed, they experience ambiguity and anxiety and thus their relationships with health personnel can be adversely affected and this may sometimes result in families resorting to violence towards health personnel.
The wide difference between the scores given by staff for working with children and working with their parents, with a strongly low score for parents, may be explained by some of these reasons. Nurses and physicians in Turkey often state that they work more comfortably in settings where families are not present, though this is the first study to examine these attitudes.
Nurses in Turkey stress that it is important for nurses and physicians to perceive the parents as caregivers and not just visitors in the hospital area [16, 17] . Nurses and physicians and allied health personnel need to internalize the main principles, philosophy and benefits of familycentred care for parents and children and its principles must be included in the curricula of all schools of nursing, medicine and the allied health professions.
In recent years, nursing education programmes in Turkey have changed from an individual-centred approach to a family-centered approach. Nonetheless, in spite of including family-centred care in the nursing curriculum, there is a large gap between the theory of family-centred care and its actual practice in the hospital area. It is necessary to emphasize the importance of family-centered care in all health professionals' education, highlighting its significance, principles and benefits for children and the family and it remains important to inform policies regarding the implementation of family-centred care by the Ministry of Health. Health professionals need staff development seminars and conferences so they can learn about and internalize the philosophy of family-centred care and to increase their sensibility and awareness of its importance. Indeed, while a growing body of evidence (to which these studies contribute) demonstrates concerns with the effective implementation of family-centred care, it is probably the ideal way to provide healthcare to children [4] . To that end, institutional support is essential to provide family-centred care.
While the "Working with Families" questionnaire has shown to be stable and valid across a variety of health settings, the results presented here are from just one large tertiary referral paediatric hospital in Turkey. Results from other facilities there may produce different results; however, we do know that the workforce captured here is similar to other paediatric facilities there, so the results are generalizable across Turkish paediatric services. We were not able to randomise the participants and this may have influenced our findings, but the high response rate will have mitigated this deficiency.
The "Working with Families" questionnaire is being used in other countries at present (United States, Portugal, Brazil) and, as described above, has been used in other places. However, all studies so far have been in acute care settings. Another small pilot study is testing the questionnaire in community child health and will be rolled out around child health facilities in Australia once the pilot is complete and funding has been secured. Two more studies are about to begin in other settings -in small rural hospitals and in a large emergency department which treats children in a regional Australian city.
With the existing databank that has been collected to date, we plan to collate all the data and undertake a metaanalysis, which will give a broad understanding of influences on caring for families who need healthcare. Plans are underway with adult health facilities to adapt the questionnaire to capture attitudes to working with patients and working with their relations and family members. Qualitative studies are needed to explore the differences health professionals feel about giving care to children and to their family members.
Conclusion
The "Working with Families" questionnaire provides a comparative measure of health professionals' attitudes to working with children and working with parents and has been used across a wide range of countries. This paper is about the study in Turkey. The theoretical basis for these studies is family-centred care, which dictates that in a health encounter, care should be planned around the whole family, not just the individual child patient. The reasoning behind these studies is an assessment of health professionals' perceptions of family-centred care and if it was being properly implemented, there would be no difference between scores for working with children and working with parents, given the centrality of parents to the model. All the studies thus far have shown significantly less positive attitudes are held toward working with parents than children and so we can surmise that family-centred care is not working. This current study, in a Turkish hospital, has revealed wider differences between the working with children and working with parents scores than we have found elsewhere. It is hard to know why this occurs and the way is open for more research to try to establish what is causing such wide discrepancies in attitudes. One conclusion that can be drawn is that curricula material and in-service education for Turkish health professionals about family-centred care and its effective implementation is needed.
